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Relationship between hip cartilage volume and muscle CSA in healthy and OA participants
Healthy Multivariate analyses (95% CI) P-value OA Multivariate analyses (95% CI) P-value
External rotators (cm2)
External Obturator 0.13 (0.03, 0.22) 0.01 -0.005 (-1.34, 0.13) 0.94
Piriformis -0.02 (-0.13, 0.09) 0.69 0.02 (-0.15, 0.19) 0.81
Gamellus 0.20 (0.04, 0.37) 0.02 0.21 (-0.03, 0.45) 0.09
Quadratus Femoris -0.01 (-0.09, 0.06) 0.74 0.05 (-0.06, 0.15) 0.34
Hip Flexors (cm2)
Iliopsoas 0.19 (0.08, 0.30) 0.001 0.17 (0.03, 0.31) 0.02
Sartorius -0.22 (-0.51, 0.07) 0.13 0.18 (-0.11, 0.48) 0.21
Rectus Femoris 0.09 (-0.02, 0.19) 0.09 0.02 (-0.09, 0.13) 0.73
Adjusted for age, gender, BMI
Abstracts / Osteoarthritis and Cartilage 20 (2012) S54–S296 S185These results need to be conﬁrmed in longitudinal studies, but the patterns
of CSA differences observed in this study may help to target therapeutic
strategies to prevent or retard the progression of hip OA.
364
WHAT INFORMATION IS CONSIDERED IMPORTANT IN TJA DECISION
MAKING AND DOES IT DIFFER BY AGE OR GENDER?
M. Bond 1, S. Ram 2, J. Elkayam2, G.A. Hawker 1. 1Univ. of Toronto, Toronto,
ON, Canada; 2Women's Coll. Hosp., Toronto, ON, Canada
Purpose: Although TJA ranks near the top in cost-beneﬁt, patient
unwillingness to consider TJA has been identiﬁed as a barrier to receipt of
TJA in those who may beneﬁt. Many studies have evaluated the correlates
of willingness/unwillingness, but none has evaluated the relative impor-
tance of these factors, or whether importance ratings differ by age or
gender. Among potential TJA candidates who indicated being unsure or
unwilling to consider TJA, we evaluated the relative importance of previ-
ously identiﬁed correlates of TJA willingness, on TJA decision making.
Methods: Participants were members of a longitudinal community-based
cohort with at least moderate hip/knee OA, initially recruited from 1996-
98 via survey of 100% of the population aged 55+ years in two regions of
Ontario, Canada, and replenished in 2008 with new participants aged 45+
years using the same criteria. Those who met criteria for TJA (WOMAC
score 30/96; no surgical contra-indications) who had not undergone TJA,
andwho indicated being ‘unsure’ or ‘unwilling’ to consider TJA were asked
to participate in a structured interview. We assessed participants’ socio-
demographics, comorbidity, and OA severity (WOMAC), and asked them,
for each of 21 factors, “If you were offered TJA for your arthritis, how
important (5-pt scale from ‘not at all important’ to ‘extremely important’)
would “factor” be in making a decision about surgery?” Factors were
considered important if at least 75% indicated they were either ‘very’ or
‘extremely’ important. Summary descriptive statistics were calculated for
all variables. Chi-square statistics and t-tests were used to look for differ-
ences in importance ratings (1-5) by age (50-64, 65-74, 75+ yrs) and
gender.
Results: Of 872 cohort members, 642 were eligible for participation and
completed the interview (mean age 70 years, 78% female, and 54% with 
high school education). MeanWOMAC summary score was 41/96; 52% had
2+ comorbidities. Factors seen as ‘important’ in TJA decision making were:
physicians’ recommendations (99.5%), that surgery be done early enough,
before arthritis gets too bad (99.2%), availability of resources after TJA, e.g.
rehab, homecare (99.1%), long term impact of surgery on quality of life
(96.4%), that all other treatments had been tried (96.3%), and length of time
post-TJA before back to usual activities (89.3%). Females were signiﬁcantly
more likely than males to indicate that the amount of pain post-opera-
tively and howothers in the family wouldmanagewere important (p0.01
for both). Older participants (75+ years) were signiﬁcantlymore likely than
those younger to indicate that age (too old, p<0.0001), arthritis severity
(not bad enough, p<0.0001), anxiety/fear of surgery (p¼0.007), and
impact of overall health on TJA outcomes (p¼0.004) were important, while
the youngest participants (45-64 years) were more likely than those older
to feel that age (too young, p<0.0001), potential for revision surgery at
a later date (p<0.0001), and the possibility that the surgery might not help
(p¼0.005) were important.Conclusions: In a cohort with at least moderate hip/knee OA, variability in
perceived importance of various factors in TJA decision making was
observed, overall and by age and gender. These ﬁndings support a tailored
approach to discussion of TJA with patients, which considers patients’
information needs.
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QUALITY OF OSTEOARTHRITIS CARE: TEST-RETEST RELIABILITY AND
FEASIBILITY OF THE OSTEOARTHRITIS QUALITY INDICATOR
QUESTIONNAIRE
N. Østerås 1, K.B. Hagen 1, A. Garratt 1, B. Natvig 1,2, I. Kjeken 1,
T.K. Kvien 1, M. Grotle 1. 1Diakonhjemmet Hosp., Oslo, Norway; 2Univ. of
Oslo, Oslo, Norway
Purpose: To test a new instrument for patient self-reported quality of
osteoarthritis (OA) care and measure the achievement of quality indica-
tors, as perceived by persons in a Norwegian OA cohort study.
Methods: Study participants were recruited through ‘The Musculoskeletal
Pain in Ullensaker Study’ (MUST), a population based postal survey, fol-
lowed by a clinical examination of persons who self-report OA in their
hands, knees and/or hips. Before the clinical examination, the participants
completed a questionnaire booklet that included the ‘The OsteoArthritis
Quality Indicator (OA-QI) Questionnaire’, which is a patient self-adminis-
tered instrument, developed to measure the quality of OA care. The OA-QI
was developed following a literature review, pilot test interviews, and
expert panel discussions (Ann Rheum Dis 2011; 70 (suppl 3): 428.). The 17
questions cover one A4 page with yes/no, and ‘not applicable’/ ‘don't
remember’ as response options. Six questions address patient education
and information about treatment, self-management, physical activity and
more. Regular provider assessments are addressed in four questions, four
questions are related to pharmacological treatment, and three address
referrals by general practitioner.
The study sample included those persons who were examined clinically
between August 2010 and June 2011 and had the presence of osteophytes
conﬁrmed by ultrasound examinations. Two weeks after the clinical
examination, the 99 persons who attended between February 2011 and
May 2011 were asked to complete a re-test OA-QI which included one
change question: ‘Since attending the clinical examination, have you
received any information, advice or treatment for your osteoarthritis?’
Results: Two of the 238 persons who attended the clinical examination in
the study period did not complete the OA-QI, giving a response rate of 99%
for the questionnaire. All individual questions had low levels of missing
data (range 0-2%). The median age of respondents was 68 years (range 42-
80 years), and 71% were females. Ninety of the 99 (91%) re-test ques-
tionnaires were returned, but eight were excluded from analyses due to
positive responses to the change question. The test-retest kappa coefﬁ-
cients showed large variation from 0.22 to 0.82 for the different QIs. The
lowest coefﬁcient values were found among questions addressing provi-
sion of information and assessments, whereas larger coefﬁcient values
were related to items addressing pharmacological treatment and referrals.
The achievement of individual QIs ranged from 4% to 51%. The question: “If
you are overweight, have you been referred to someone who can help you
to lose weight?” had only 4% achievement among the eligible respondents.
The question addressing information about importance of physical activity
